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CIVIL SERVICE MEDICAL OFFICERS 


JOINT COMMITTEE’S EVIDENCE TO ROYAL 
COMMISSION 


The Civil Service Medical Officers Joint Committee—a 
joint committee of the British Medical Association and the 
Institution of Professional Civil Servants—has given evidence 
on behalf of Civil Service medical officers to the Royal Com- 
mission on the Civil Service. There are about 600 medical 
officers employed whole-time in the Civil Service. 

The salary scales proposed to the Royal Commission by 
the Joint Committee are set out in the following table, to- 
gether with the present salaries for comparison. 


Health .. 4,000 6,000 

Chief Medical Officer, Depart- |, a 
ment of Health for Scotland .. 3,000 ‘At a point imme- 

diately below 

Chief Medical Officers, Colonial Chief Medical 
Office, Ministry of Pensions and Officer, Minis- 
National Insurance, try of Health 
Medical Adviser in 2,850 

Deputy Chief Medical om, 
Ministry of Health .. 3,000 4,500 

Deputy Chief Medical Officers, 
Ministry of Pensions and Not less than £500 
National Insurance, Department above Principal 
of Health for Scotland, Senior Medicaf Officers 
Medical Senior Commissioner 
of Board of Control .. 2,600 

Principal Medical Officers 5 2,300 3,500 

Senior Medical Officers .. oa 2,200 3,100 

* Medical Officers 1 py a 35) 1,600 ( 35) 
1,800 x 120-3,800° 
x 160-3 100 
(Scale is ecient in to age 40) 


The Howitt Committee 


In presenting its evidence the Joint Committee outlined the 
history of the negotiations for improved pay for Civil Service 
medical officers. It reminded the Royal Commission that in 
1948 the Treasury had been asked in general terms to apply 
the findings of the Spens Reports to the medical Civil Service, 
and that the Treasury had denied that such an application 
should necessarily follow. The Joint Committee then 
referred to the setting up of- the Howitt Committee to 
examine the rates of pay of medical officers in the Civil 
Service, and the condemnation of the terms of this Com- 


mittee’s report in August, 1951, by the Joint Committee and 
by the medical profession generally (Journal, November 17, 
1951, p. 1206). 

The evidence also called the Royal Commission’s atten- 
tion to the B.M.A.’s attitude as expressed in the resolution 
of the Representative Body in 1952 (Supplement, July 19, 
1952, p. 53), “ That, in view of the refusal of the Treasury 
to carry out an early review of the salary scales recom- 


mended by the Howitt Committee, all advertisements of civil . 


medical appointments under Government departments be 
refused publication in the British Medical Journal ; and that 
such appointments, if advertised elsewhere, be included in 
the ‘ Important Notice.’ 

This ban on advertisements for Civil Service medical posts 
was not lifted until March, 1954, when an interim agreement 
was reached with the Financial Secretary of the Treasury 
under which increases of pay were given to Civil Service 
medical officers on the following understanding : (a) Both 
parties remain free to ask the Royal Commission on the 
Civil Service to consider any proposals they think fit to 
make about the remuneration of all grades in the medical 
officer class. This particularly applies to the rates of pay 
for senior and principal medical officers, the increases in 
which both sides regard as purely token. (b) The scale now 
agreed for the basic grade cannot be regarded as establishing 
any particular relativity between that grade and any grade or 
grades in other classes in the Civil Service. (c) No new 
arrangements made in the remuneration of medical work 
outside the Civil Service—for instance, in the remuneration 
of consultants or other hospital medical staff in the National 
Health Service—will be made the basis of a claim to the 
Treasury prior to the publication of the Report of the 
Royal Commission, but this in no way limits either party’s 
freedom of action in using any such factors in its submis- 
sions to the Royal Commission, or in using any other new 
considerations in fresh representations either before or after 
the Royal Commission has reported. 


The Joint Committee’s Case 

It was against what is described as “this very unhappy ” 
historical background that the Joint Committee made its sub- 
missions to the Royal Commission. It had long been con- 
tended by the Institution of Professional Civil Servants that 
the information available on the remuneration of medical 
men outside the Civil Service should be applied to the salaries 
of those inside the Civil Service. This should be a reason- 
ably clear and straightforward procedure of calculation, and 
now the Spens Committees had simplified the matter by 
establishing standards of remuneration for the medical pro- 
fession. It was a reasonable inference, the Committee 
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argued, that the recommendations of the two Spens Com- 
mittees should affect the whole profession, of which the 
Civil Service medical officers were a part. On this contention 
the Joint Committee based its evidence. 

In support of its proposed salary scales, the Joint Com- 
mittee took certain fixed points in the Civil Service salary 
scale where the relationship to remuneration in other 
branches of the profession seemed clear, and from these the 
intervening salary scales were filled in. The salary of the 
Chief Medical Officer of the Ministry of Health was taken 
as the first *keypoint, and it was contended that it should at 
least equal that which could be attained by senior consultants 
in clinical practice. In making the comparison, the evidence 
allowed for a top merit award and for an amount earned 
in private practice by the consultant. The second keypoint 
taken was the salary of the deputy chief medical officers of 
the Ministry of Health. Taking this as three-quarters of 
that of the chief, the proposal of £4,500 was made. The 
third keypoint was that of the principal medical officers’ 
salary. This, the evidence submitted, should correspond to 
a consultant with the smallest merit award. In each calcula- 
tion an amount was allowed for the difference between the 
superannuation arrangements in the Civil Service and those 
in the National Health Service. 

The next keypoint taken in the evidence was that of a 
basic grade medical officer. The salary proposed for them 
in the Joint Committee’s evidence was calculated in relation 
to general practitioner earnings. It was submitted that, if 
recruitment was to be satisfactory, the lowest salary that 
could be offered to a medical officer aged 35 was £1,600, 
and that at the top of the scale (£2,800) it was right that 
the Civil Service medical officer should have the prospect 
of earning as much as he would have done had he remained 
in practice. 

From these four fixed points the Joint Committee filled 
in its proposals for the remaining two groups, as shown in 
the Table. 

Other Considerations 


The Joint Committee also provided the Royal Commission 
with detailed information on the duties of the various 
medical branches of the Civil Service and the qualifications 
demanded of them. The evidence dealt at length, too, with 
the question of internal relativities within the Civil Service 
and gave reasons why the basic grade medical officer should 
have a higher salary than an assistant secretary. 

In concluding its evidence, the Joint Committee said : 
“It is the submission of the Joint Committee that in making 
its representations on medical pay the Royal Commission 
should make explicit the natural tie between the medical pro- 
fession inside the Civil Service with that outside, and that 
steps should be taken in fixing the remuneration of Civil 
Service medical officers that would preclude a recurrence of 
’ the five years of bitter controversy that has marked the 
relationship between the Treasury and the medical Civil 
Service.” 

Dr. A. J. Owston, senior medical officer of the Ministry 
of Supply, is chairman of the Civil Service Medical Officers 
Joint Committee. 


SCOTTISH HEALTH SERVICES COUNCIL 
APPOINTMENTS 


The following new medical and dental members of the 
Scottish Health Services Council have been appointed until 
December 31, 1957: Dr. J. T. Baldwin, general practitioner, 
Penicuik ; Dr. C. Harrower, general practitioner, Glasgow ; 
Dr. S. I. A. Laidlaw, medical officer of health, Glasgow ; 
and Dr. Douglas Miller, obstetrician, Royal Infirmary, 
Edinburgh. Dr. P. K. McCowan, physician superintendent, 
Crichton Royal Mental Hospital, Dumfries, and Professor 
G. M. Wishart, Dean of the Faculty of Medicine, Glasgow 
University, have been reappointed following the expiry of 
their terms of office on December 31, 1954. 


EXCHANGE VISITS WITH CANADA AND 
THE U.S.A. 


The scheme for exchange visits between members of the 
American, British, and Canadian Medical Associations which 
has the approval of the Bank of England, will be continued 
during the financial year April 1, 1955, to March 31, 1956, 


Procedure 


Three doctors from Britain may visit Canada in exchange 
for three doctors from Canada. Each doctor from Britain 
will be required to make all his own travel arrangements 
and will also be required to deposit up to £200 with the 
B.M.A. in London. On arrival in Canada he will receive 
the equivalent of his deposit in Canadian dollars. Similarly 
each Canadian doctor on arrival in Britain will receive the 
sum deposited in sterling. 

Three doctors from Britain may visit the U.S.A. in 
exchange for three doctors from the U.S.A. Each doctor 
from Britain will be required to make all his own travel 
arrangements and will also be required to deposit up to £200 
with the B.M.A. in London. On arrival in the U.S.A. he wil] 
receive the equivalent of his deposit in U.S. dollars. Simj- 
larly, each U.S. doctor on arrival in Britain will receive the 
sum deposited in sterling. 


Duration of Visits 


The duration of the visits is left to the discretion of the 
doctors concerned. The American, British, and Canadian 
Medical Associations cannot accept any responsibility for a 
doctor who allows his visit to outlast the money placed at 
his disposal. 

Applications are invited from members of the B.M.A. to 
take part in such exchanges. Medical practitioners in all 
branches of the profession, including general practice and 
public health, are eligible. Each applicant must state the 
object of his intended visit, and should also give the approxi- 
mate date on which he hopes to depart. (Successful appli- 
cants will in due course be required to furnish exact dates 
and details of travel.) Applications must be received by the 
Secretary of the Association by March 1, 1955. 


ARRANGEMENTS IN OUT-PATIENT 
DEPARTMENTS 


MANCHESTER REGIONAL BOARD’S REPORT 


Following some local comment last year, critical of the 
arrangements and the lack of proper appointment systems 
at certain hospitals, and the Ministry’s memorandum on the 
same subject, the Manchester Regional Hospital Board has 
examined the present out-patient practice in all its general 
hospital groups. In a report approved by the General Pur- 
poses Committee of the Board, the Board is emphatic in 


its agreement that an out-patient appointment system , 


should be universal—with the possible exception of the small, 
isolated rural hospital—and it hopes that a minority of 
previously unenthusiastic consultants will give their co- 
operation, Appointment systems of one kind or another are 
the almost invariable rule at the hospitals in the Man- 
chester Region. \ 

Dealing with the widely held belief that appointment 
systems lead to a considerable lengthening of the waiting 
time for an appointment, the Board does not accept that 
this need always be the case. If the organization of the 
parts is mare efficient, the capacity of the whole appoint- 
ment system should not be diminished thereby. If it is 
diminished the reasons should be studied, and such an inves- 
tigation would be a piece of fruitful research. The Board 
avoids recommending any particular form of appointment 
system, such as the “individual” or the “block” type, 
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-» the needs of hospitals vary, but management com- 


ae are asked to experiment. 


Unpunctuality 

The report goes on to discuss the punctuality of staff, and, 
while recognizing in this connexion the difficulties of medical 
work, asks management committees to be vigilant and report 
cases of persistent unpunctuality to the Board. In pointing 
out that patients can be sinners in the way of unpunctuality, 
an analysis by one management committee of 198 patients 
who attended a series of medical clinics is quoted as an 
example. This analysis showed that, of the 178 with booked 

intments, only 48 attended at the specified time, 42 
attended up to an hour early, 68 attended up to 1} hours 
late, while the remaining 20 failed to attend at all. 

In conclusion the Board has some words to say about 
the reception of patients, and that it can conceive of no more 
effective method of improving hospital service public rela- 
tions than a well-organized and sympathetically run out- 


patient department. 


HOSPITALITY 


A French doctor in French West Africa would like his son, 

18, and daughter, aged 16, to stay as paying guests with 
two English families, not too far apart, from July to mid- 
October, 1955. Would anyone interested in this request 
please contact Brigadier H. A. SaANpDiIFoRD, International 
Medical Visitors’ Bureau, B.M.A. House, Tavistock Square, 
London, W.C.1. 


Questions Answered | 


Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 
New Premises 

Q.—/ have recently bought new premises for my con- 
sulting-rooms, and have had to pay for a considerable 
amount of alteration and decoration. How much of this 
expense is the inspector of taxes likely to allow ? 


A.—The cost of acquiring new premises, or of adding to 
or improving existing accommodation, is regarded as an 
outlay of capital and not as an expense allowable for income- 
tax purposes (there is a special allowance for new “ indus- 
trial” premises which is not applicable to premises used for 
professional purposes). The additional premises will pre- 
sumably be assessed in due course to property tax—that is, 
income tax under Schedule A—and the amount on which 
that tax is payable should be claimed as a quasi rent. 


Car Expenses in Partnership 

Q.—In calculating the net profits of a partnership for 
division between the partners in accordance with their shares 
for the time being, what is the usual method of dealing with 
the maintenance and running costs of the cars used by the 
Partners ? 

A.—It is usual for each partner to be responsible for 
his own individual car expenses. He will, of course, claim 
tax relief on that proportion of the cost that is a practice 
expense. In other words, only those payments which are 
listed in the agreement as partnership expenses should be 
deducted from the gross receipts in order to arrive at the 
net profit for distribution. 


It is perhaps not generally known that patients who have be- 
come permanent residents in a private nursing-home are entitled 
to domiciliary consultations under the National Health Service 
scheme. 


Correspondence 


Negotiating for the Profession 


Sir,—It was with considerable interest that I read the 
short report (Supplement, January 8, p. 11) of the meeting 
held of the Joint Consultants Committee with the Minister 
of Health. It would appear to follow the pattern of so 
many others—the gentle political response which leaves the 
Committee in exactly the same place as it was prior to the 
meeting, and offers no satisfaction to the main body of 
consultants, even if it has appeased our representatives. 

The political importance of medical men and their value 
as pawns should be realized, and I think it is time that once 
again the question of a more militant body to represent 
the profession should be considered. Doctors, as a body, 
no longer appear to have any great say in their own destiny, 
apart from one or two who, through personal contacts, 
would appear to have made decisions for the many without 
consulting them. It is time to appreciate the use of the 
weapons that the rest of the country’s workers know so 
well how to use. We perhaps shall need them when the 
effect of the inflationary spiral in the salaries of industrial 
workers and railwaymen is felt by the rest of the country.— 
I am, etc., 

Irvine. RICHARD DE SOLDENHOFF. 


Anonymity in Broadcasting 

Sir,—I am glad that at last someone has pointed out the 
absurdity of the Central Ethical Committee’s attitude to 
broadcasts by doctors. Professor L. J. Witts (Supplement, 
January 8, p. 12) says it would be impossible to prove that 
broadcasting under B.B.C. conditions constituted advertis- 
ing with a view to personal gain. He might have gone 
further and asserted that, where the doctor’s income does 
not depend on the number of patients he sees, it cannot 
possibly do so. 

On page 9 of the same issue of the Supplement you show 
that, of 58,600 practitioners, 22,400 are in general practice 
and 6,400 are consultants. The latter figure will include 
whole-time salaried consultants—but let us assume that the 
livelihood of all depends on their ability to attract patients. 
Subtract from the total the 400 medically qualified dentists, 
and it emerges that, of 58,200 doctors, 29,800 are either 
remunerated by salary or in retirement. In other words, 
over half of the profession (or at least of those whose 
occupations were analysed) could not conceivably increase 
their professional income by broadcasting or any other form 
of publicity. 

So far as I know, no other profession has attempted to 
impose such a ridiculous restriction on the presentation to 
the public of the views and personalities of its members. 
To do so in the name of “ethics” is surely to impose a 
strain on the meaning of an honourable word. The decision 
on whether to broadcast under one’s own name or not, if 
invited, is one which must be left to the judgment and good 
taste of the doctor concerned. In the conditions of fifty 
years ago there might have been some justification for the 
Central Ethical Committee’s apparent fear that publicity 
would lead to his stealing his colleagues’ patients ; but the 
figures quoted show that the conditions of medical employ- 


ment have changed profoundly, and the Committee should © 


study them and recognize, too, that broadcasting provides 
unrivalled opportunities for the doctor as a health educator 
which are vitiated by anonymity.—I am, etc., 

Birmingham, 3. F. H. Tyrer. 


Hospital Staffing 
Sir,—The plans for the recruitment, training, and deploy- 
ment of new consultants and specialists have gone sadly 
awry. The training scheme for aspiring consultants and 
specialists has been carefully worked out, but frustration 
and heartache lie ahead for the majority of keen, highly 
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trained, and technically efficient registrars, senior registrars, 
and S.H.M.O.s. They have reached a dead end, with no 
assured future. As a recently retired consultant with no axe 
to grind, I should like to suggest some constructive, if some- 
what heterodox, proposals for improving the prospects in 
the hospital service. 

Let us concede that, if opportunity allows, these men and 
women are capable of specialist responsibilities. To keep 
them hanging around the hospitals in subordinate posts is 
a futile waste of first-rate personnel. It is accepted that the 
number of consultant and specialist posts is well below that 
originally planned. I suggest therefore that first a differen- 
tiation is made between a consultant and a specialist and 
that then all vacancies in the Service be advertised as 
specialist (not consultant) posts with full clinical responsi- 
bility and charge of beds, and that the number of posts be 
increased forthwith up to the full needs of the Service as 
planned. To offset the cost of this, I suggest that the newly 
appointed specialists be given a salary range lower than the 
present consultant rates. I feel sure that all registrars and 
other grades would welcome this chance of clinical responsi- 
bility and freedom, albeit at a temporarily lower range of 
pay, and they would be able to give the best and most active 
period of their lives to unfettered work for the hospitals. 
A specialist should serve about ten years before he is con- 
sidered for promotion to consultant status 

I would define a consultant as a man of 40-45, whose 
ten years as a specialist must have given him wide experi- 
ence, an ability to profit by his mistakes, and a fund of 
wisdom as opposed to mere knowledge. Time will have 
shown whether he is a good mixer able to fit in with his 
colleagues and sympathetic to his patients. Technical skill 
and professional ability are easier to weigh up than person- 
ality, and the leap from senior registrar or S.H.M.O. to 
full consultant is indeed a hazardous gamble, but ten years 
in the fourth decade as a specialist should be long enough 
to show if a doctor is worthy of the status of consultant 
and to be recognized as such by colleagues and by patients. 
A minority of these ten-year specialists would not make the 
grade, but they would still have an assured career, with all 
the opportunities that hospital and private specialist practice 
allows. I have enough faith in my profession to believe 
that the work and not the pay is the governing factor in 
their philosophy of life. 

The total number of consultants should be considerably 
restricted—possibly one-third of the present total, corre- 
sponding roughly to the numbers of those receiving merit 
awards. The scheme would have the important though 
incidental advantage of bringing out into the open the 
allocation of merit awards, for naturally they would be 
given to consultants only. 

This plan does at least put forward constructive proposals 

. with the dual aims of providing a first-class corps of con- 
sultants and of giving hope of assured prospects for the 
large body of trained registrars and S.H.M.O.s for whom 
under present conditions the future is indeed black. It is 
hardly necessary to add that no change in the position and 
prospects of those already in the consultant and specialist 
service is contemplated.—I am, etc., 


Colwall, Malvern, Worcs. NoRMAN DuGGan. 


Sir,—We are grateful to you for publishing the admirable 
survey of surgery given by Sir Heneage Ogilvie to the Man- 
chester Medical Society (Journal, December 18, 1954, 
p. 1435). His assessment of recent advances and the outline 
of possible future developments were most stimulating and 
stirring, and all thoughtful surgeons are indebted to him. 
“ This dangerous adventure calling to the stout of heart "— 
to use Sir Heneage’s words—is now an integral part of a 
nationalized service. There would be to-day no hope for 
Mayo Robson and Rutherford Morison, as, in the machinery 
of State medicine as functioning to-day, there is no road 
from general practice to a surgical calling, any more than 
there is a path from surgical registrar to the place of 
surgical partner in general practice. The “ heartbreaking 
problem” of the registrars is to some extent a problem of 


S.H.M.O.s as well. It is not lack of ambition or talen 

as has been suggested (para. 207, Supplementary Report > 
Council, Supplement, May 22, 1954, p. 250), that has led 
an increasing number of ex-registrars to accept an iniquito 

designation, and to bury themselves voluntarily in a “ dead. 
end” job. It has been the devotion to the “ dangero : 
adventure” of their chosen surgical vocation which Sir 
Heneage rightly finds so necessary for the future of surge 

that has made them accept sucha status. Thus md 
faced with the lack of consultant vacancies, they Were at 
least able—even if sometimes in a limited sphere—to remain 
surgeons. 

Is it not unfortunate that these men, many of whom gave 
long years of service to the Forces, should be condemned to 
the bleak prospect of remaining for the whole of their 
professional life under the supervision of a colleague ? We 
feel that Sir Heneage’s cail for a grade corresponding to 
the major and specialist in the Army would provide the 
answer for S.H.M.O.s and registrars. This grade should 
have a dignified designation denoting the experience, skilj 
judgment, and qualifications of the holder, and surgical 
specialist or assistant surgeon would appear suitable. There 
should be responsibility for beds and out-patients, and the 
grade should be established as the normal stepping-stone to 
full consultant status. As suggested by Sir Heneage, access 
when required to an opinion of a more mature nature would 
be welcome to any reasonable surgeon. Let the specialist 
grade be worthily established, and then let it play its essential 
role within the hospital service, which even now would 
break down without the labours of this group of workers 
who have long passed their apprenticeships. This problem 
is not peculiar to surgery ; it confronts those concerned with 
the future of medicine, obstetrics, and all other specialties. — 


We are, etc., 
H. J. Hampury. 

Swansea. J. H. Txomas. 

Sir,—I note with interest that in the annual report of the 
Central Consultants and Specialists. Committee (Scotland) 
in the Supplement of January 8 (p. 10) the Anaesthetic Ser- 
vices Subcommittee had some little difficulty in distinguish- 
ing between the work of the S.H.M.O. and the consultant. 
They finally decided that a consultant “with his wide 
experience is able to advise his colleagues about new 
techniques.” 

With all due respect, I would like to point out that a 
good many S.H.M.O.s, particularly transferred officers, have 
also wide experience, and in many cases considerably more 
experience than a consultant appointed between the ages 
of 30 and 32 years, many examples of which can be given. 
The real answer is that until the S.H.M.O. grade can be 
abolished the Ministry is employing cheap labour to do its 
work. It is therefore up to the consultants to leave*no 
stone unturned to help their colleagues in their dilemma 
and to ensure that the many injustices which have been 
done are rectified—I am, etc., 

Coventry. 


Local Health Authority Nursing Services 


Sir,—As there seems to have been some misinterpreta- 
tion of our paper “Local Health Authority Nursing Ser- 
vices ” published on November 20, 1954 (Supplement, p. 188), 
we should like to correct any wrong impressions which 
may have been given by the correspondence. 

We have no wish to lower district nursing standards, or 
give the public an inferior service. It was out of our 
concern for the patient and the community that this paper 
was written. It would be easy to plan an ideal service if 
we had an unlimited number of suitably educated candi- 
dates, but, as we have endeavoured to explain, nursing ser- 
vices must be planned against the background of the woman- 
power situation and the limited number of grammar school 
candidates available. For this reason we stressed the need 
for more assistants, or, as we would prefer to call them, 
enrolled nurses, and for their wider use, believing that 
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after a sound two years’ training they can be, not an financial interests of doctors to retard the recovery of their 


terior grade, but bedside nurses in the truest sense of 
word. We feel sure that full recognition of their 
t and potential value, both in hospital and outside, 
would substantially help to solve our staffing problems. 
Their range of duties would be more limited, but, within 
its scope, their work should be equal in standard to that 
of their registered colleagues. Because nursing, not teaching 
or social work, is their chief interest, they would serve the 
sick, particularly the chronic sick, better than health visitors 
<n a little surprised that it should be necessary to 
remind ssme of your correspondents of the village nurse 
midwives—women of limited training who have yet served 
the villages with a true sense of vocation, and have, indeed, 
cared for the bodies, minds, and spirits of their patients. 
Women of this kind are still needed in district nursing, and 
it would be regrettable if the scramble for longer training, 
more qualifications, and improved status were to result in 
the loss of their services.—We are, etc., 
J. M. AKESTER. 

1. F. M. Mawson. 

-  §ir,—There must be many of us who are grateful to 
Dr. Everell M. Shippam (Supplement, January 8, p. 12) for 
so accurately putting into words our thoughts on this sub- 
ject. As a country general practitioner of some 35 years’ 
experience, about a third of it without nurse or midwife, 
I endorse all she writes and particularly her final paragraph. 

One potent deterrent to the recruiting of district nurses 
is the ever increasing burden of “records” arbitrarily 
imposed by the local health authority. Duplicate registers, 
treble entries, a monthly questionary of 60 items are not 
likely to attract those who want to nurse. Incidentally, a 
modicum of planning and the use of carbon paper with 
loose-leaf journals would eliminate half the present 
scribing, and abstracts should be done centrally and not 
at the periphery. 

I have no direct knowledge of city conditions, but in the 
country health visitors are severely handicapped. by not 
living among their patients. Unless you know your patient 
you are only half-way and can be completely misled.— 
I am, etc., 


Newton Ferrers. W. F. BENSTED-SMITH. 


Fining the Doctor 


Sir,—The problem of “ over-prescribing” at the cost of 
the taxpayer demands a fundamental ethico-economic solu- 
tion. The guiding principle should be : “ He who prescribes 
must be directly responsible for the cost.” 

As a mixed prescriber-dispenser I believe that the com- 
promise adopted at present for the payment of dispensing 
doctors points the way. This scheme, however, only affects 
a small minority of the population—those who reside in the 
country outside the one-mile radius of a chemist. The doctor 
is paid an additional dispensing capitation fee of 9s. 9d. 
per annum for all such patients who prefer to obtain their 
medicines or dressings from the surgery. With various excep- 
tions the doctor pays for everything supplied, and he may 
have to pay a dispenser’s salary. The average lay politician, 
who can hardly be expected to understand the complexity 
of general practice, assumes that economy of medicines 
which profit the doctor must automatically penalize the 
patient. Consequently, the dispensing doctor is frowned 
upon as potentially dangerous and would be abolished if 
it were possible. However, such distrust of doctors must 
be paid for by voters, since pampered patients raise taxes. 
Any slight increase of income to economical doctors would 
nevertheless, under my ,principle, be infinitely cheaper to 
the State than the present system of free prescribing. 

Let us frankly face the ethical question : “ Do dispensing 
doctors ‘ under-dispense’?” Yes, I think they do, though 
such economy need have no ill effect on their patients. 
Politicians should realize that even doctors have consciences, 
and moreover they know that unsatisfied patients can always 
transfer their patronage elsewhere. But is it really in the 


patients ? With petrol around 4s. 6d. a gallon would they 
deliberately risk over-visiting ? With their income from 
capitation fees would they welcome long surgeries? No, 
the truth of the matter is that in general practice the details 
of treatment are relatively unimportant. Our medical func- 
tion is sound diagnosis and co-operation with specialists 
where necessary. In most other directions the ancient art 
predominates over newfangled science. 

I believe that neither empty appeals nor £600 threats will 
materially alter the present prescribing pattern. Human 
nature needs a more constant reminder, and I seriously 
commend to our legislators the extension of the principle 
of country dispensing—i.e., all capitation fees to be increased 
by 50% and every doctor to have deducted from his quarterly 
cheque the actual cost of his prescriptions.—I am, etc., 

Bungay, Suffolk. HuGH Cane. 

Sirn,—We agree fully with Dr. Geoffrey G. Sherriff 
(Supplement, January 1, p. 6) that unnecessary prescribing 
is wrong, but fail to understand why he considered it neces- 
sary, in order to prove this axiom, to resort to the ancient 
device of isolating from its context a passage in our letter 
(Supplement, December 11, 1954, p. 226). We were not 
writing in defence of indiscriminate prescribing, as Dr. 
Sherriff would have noted had he read on; indeed, we men- 
tioned the right of the doctor to refuse improper requests 
for prescriptions, but suggested that he should not be 
penalized merely on account of the number of prescrip- 
tions he issues, provided each is for a bona fide purpose. 
Tospursue the example mentioned in our previous letter and 
quoted by Dr. Sherriff, one could, of course, treat one’s cases 
of coryzal bronchitis with contempt—we treat ours with 


medicines, which may be more expensive but is certainly . 


more effective.—We are, etc., 
LESLIE BALLON. 

Huddersfield. WILLIAM BROWN. 

Sin,—Most of your recent correspondents on fining the 
doctor seem to have missed the most dangerous aspect of 
recent proceedings. I refer to the imposition of what may 
well be a vicious fine by an executive council on the advice 
of a local medical committee composed of the defendant’s 
competitors and perhaps not wholly unbiased. The defen- 
dant may have been guilty of wanton extravagance, which 
may have merited the penalty imposed, but it is not enough 
that justice should be done, it must most clearly be seen 
to be justice. Surely the accused is entitled to a proper 
trial before a properly constituted court of law before being 
exposed to such vicious penalties.—I am, etc., 

Newick, Sussex. J. R. CALDWELL. 

Sir,—Having read the correspondence provoked by some 
recent executive committee decisions, one is impelled to ask 
why this petty tyranny is allowed to take place. Even in 
feudal times the unjust decisions of inferior tribunals were 
called up by the prerogative order of the Crown and 
quashed. Later the protection afforded to subjects by this 
supervision was even more firmly established when this 
power was transferred to the superior courts, which still 
exercise it by the great prerogative writs of the common 
law—e.g., mandamus and certiorari. Recent oppressive 
legislation has, however, drastically restricted the opera- 
tion of this protection, and the powers given to executive 
committees and the restrictions on appeal to the courts 
from their decisions are a notorious example. It is inherent 
in our sense of justice that when a body is empowered to 
inflict serious punishment the accused person should be 
afforded the full protection of the law. However, doctors 
appearing before executive committees and denied legal 
representation are often in considerable jeopardy as a result 
of unjust procedure. I have in mind the case of a pro- 
fessional colleague who was accused by a patient of a breach 
in his terms of service. Although acquitted (the charge 
was without any foundation) he thought that the procedure 
adopted at the committee hearing was somewhat peculiar. 
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When he described it to me I was able to inform him that as 
a result of this extraordinary procedure he had been placed 
in considerable danger at the hands of a malicious patient, 
and that such a travesty of justice would not be permitted 
in any other country this side of the iron curtain. When 
Dr. Edwards referred in his letter to the Star Chamber 
(Supplement, November 20, 1954, p. 193) he may indeed have 
pointed to the last occasion in our history when arbitrary 
conduct of this kind was allowed to go unchecked. 

As a legally qualified general practitioner I would urge 
all doctors serving under the National Health Service to 
pay close attention to two recent events of great importance 
to them. First, Lord Justice Denning has advocated the 
setting up of tribunals each consisting of a judge and two 
assessors with power to review certain types of executive 
decision. When an eminent member of the judiciary sug- 
gests a fundamental change in basic constitutional principles 
it is abundantly clear that there must be serious injustice 
taking place under the present system. Secondly, the Crichel 
Down affair, resulting from an executive decision which | 
consider to be no worse than some recent executive decisions 
affecting doctors under the National Health Service. 

Intentional or reckless breaches of terms of service must 
be punished, and, provided a just procedure is followed and 
a bona fide case made out, a fine of as much as £600 is 
not excessive. It is, however, essential to correct the unjust 
methods used in reaching the decisions to inflict these penal- 
ties and to prevent the punishment of inadvertent breaches 
of terms of service.—I am, etc., 


Lowestoft. JoHN Havarp. 


Sir,—The correspondence under the heading “ Fining the 
Doctor” has shown that there is some misgiving amongst 
G.P.s concerning the way in which their terms of service 
are enforced. Two points, I think, stand out: the first, 
that these terms, especially in regard to prescribing, are 
too vague and must be set out in absolute form if we are 
to have any peace of mind; and the second is that the 
adjudication of these questions, involving sometimes fine 
points which require considerable elucidation, is not suitably 
entrusted to an untrained tribunal to settle in a few hours. 

The executive councils are prosecuters in these matters, 
and they should not be responsible for appointing their own 

_judges, with a right of appeal only to the Minister, who is 
a fortiori inclined to sympathize with the executive council. 
Our relationship with the executive councils is a contractual 
one, and, if a breach is committed by either side, there is a 
well-tried machinery in the county courts for dealing with it. 

Most of us, I am sure, accept the need for some control 
over the way in which we carry out our duties and over 
the cost of prescriptions, but we must have some feeling of 
security as well. As long as the tribunals are left to make 

- their own criteria and to adjudicate without regard to the 
principles of “natural justice,” our anxiety for our own 
financial position will continue to choke our concern for the 
welfare of our patients. The “rule of law” has been part 
of our national heritage, but it is rapidly becoming a topic 
for nostalgic reference by constitutional lawyers.—I am, etc., 
Sheffield, 10. H. H. PIiine. 


*,* This correspondence is now closed.—Ep., B.M.J. 


Association Notices 
Diary of Central Meetings 


JANUARY 
25 Tues.- Staff Side, Committee B, Medical Whitley 
Council, 10.30 a.m. ; 
Medical Students and Newly Qualified Practi- 


” ; tioners Subcommittee, Organization Committee, 
2 p.m. 
25 Tues. Full Committee B, Medical Whitley Council, 


2.30 p.m. 
27 Thurs. Chairman’s Subcommittee, Constitution Com- 
mittee, 10.30 a.m. 


27 Thurs. Rural Practices Subcommit Co 
entific Programme Subcommit Arrange 
ri. sistants an oung Practiti 
Committe, 
entific ition, Subcommitt 
ments Committee, 2 p.m. mittee of Arrange. 
FEBRUARY 
1 Tues. Organization Committee, 2 p.m. 
wer Health 10 a.m. 
4 -M.S. Subcommittee oh i i General 
Practice, 10.30 om. 
2 Wed. Central Ethical Committee, 2 p.m. 
2 Wed G.M.S. Subcommittee to consider 


Central Health Services Council’s Commie 
on General Practice within the National Health 


Wed. Private Practice Committee, 12 noon. 
Wed. Public Relations Committee, 2 p.m. 


3 Th on ~ ds 
urs. tral Consultants an iali 
Thur, ts Committee 
urs. ommittee on Homosexualit Prostitution 
p.m. 
4 Fri. Library Subcommittee, Science Committee, 12 
noon. 
Tues. rainee era ractitioner Subcommittee 
‘ 2 p.m. 


Branch and Division Meetings to be Held 


BourNeMouTH Division.—At Royal Victoria Hospital, Bos- 
combe, Friday 9 | 28, 8.15 p.m., meeting. Symposium and 
discussion by Dr. A. §. Ogden, Mr. 'N. Ross Smith, Mr. H. A 
Cowan, and Dr. Doris M. Odlum: “ Fibrositis—Does it Exist ?” 

BristoL Division.—At Main Physics Lecture Theatre, Royal 
Fort, Wednesday, January 26, 8.30 p.m., meeting. Dr. Stewart 
Smith: “*A Morbid View of the Over Sixty-fives ’’ (illustrated). 

CHELSEA AND FULHAM Division.—At St. Stephen’s Hospital, 
Fulham Road, Chelsea, S.W., Friday, January 28, 8.30 P.m., 
meeting. Annual B.M.A. Lecture by Dr. K. Shirley Smith: 
“Some Clinical and Therapeutic Aspects of Hypertensive Heart 
Disease.” Members of the Kensington and rsmith Divi- 
Dr At Hackney H 1 (GS Ward 

iry Drvision.—At Hackney Hospita ard), Homerton 
High Street, E., Wednesday, ry 2 p.m., films: (1) “ The 
Conjoined Twins of Kano”; (2) “ Tgery of Varicose Veins.” 

Doncaster Division.—At Parkinson’s Café, Doncaster, Tues- 
day, January 25, 7.30 for 7.50 p.m., dinner. Joint meeting with 
Doncaster Medical Society. Professor R. E. Tunbridge: “ Some 
Problems of Diabetes Mellitus.” 

East Norrotk Division.—At Green Lounge, Bell Hotel, 
Norwich, Wednesday, January 26, 8 p.m., social evening. 

GREENWICH AND DeptForpD Division.—At Miller General 
Hospital, Greenwich High Road, London, S.E., Wednesday, 
January 26, 8.30 Pp.m., meeting. Annual B.M.A. Lecture by Dr. 
F. ksey: “ Rehabilitation.” Demonstration of appliances 
used in the management of everyday disabilities. 

Division.—At The Galleon Restaurant, Sheep 
Market, Spalding, Saturday, taquare 29, 7.15 for 7.45 pm. 
supper; 9 p.m., address by Mr. Ralph Shackman: « Some 
Aspects of Research in the Surgical Department of the Post- 

— Medical School, University of London ”’ (illustrated by 
ms). 

LAMBETH AND SOUTHWARK Division.—At Lambeth Hospital, 
Brook Drive, Kennington Road, S.E., Sunday, January 23, 
11 a.m., clinical meeting. 3 

Mip-Essex Division.—At Out-patient Department, Chelmsford 
and Essex Hospital, London Road, Chelmsford, Wednesday, 
January 26, 8 p.m., meeting. Film by Dr. Leonard Carr: 
“Allergic Diseases in Man,” followed by a talk on “ Allergic 
Diseases in Man—Their Diagnosis and Treatment.” 

MIDLAND BrancH.—At General Hospital, Birmingham, Friday, 
January 28, 8.15 p.m., clinical meeting. 

SHROPSHIRE AND 1pD-WaALES BraNcH.—At Royal Salop 
Infirmary, Shrewsbury, Wednesday, January 26, 8 p.m., meet- 
ing of Clinical and Pathological Section. Discussion: “ The 
Pneumonias.” 

SouTH BepForDsHIRE Division.—At Luton and Dunstable 
Hospital, Wednesday, January 26, 9 p.m., meeting. Professor Ian 
Aird: “* The Conjoined Twins of Kano” (slides and film). 

Sout Starrs Division.—At Star and Garter Hotel, Wolver- 
hampton, Tuesday, January 25, 8 p.m., supper, followed by colour 
film and lecture: “ Allergy.” : 

SOUTHAMPTON Drvision.—At Royal South Hants Hospital, 
Southampton, Wednesday, January 26, 8.30 p.m., extraordinary 

neral meeting to discuss and complete the Questionary of 
Peripheral Organization of the Association. 

Stockport Division.—At Alma Lodge Hotel, Stockport, 
Tw February 10, 7.30 for 8 p.m., annual B.M.A. dinner 
and dance. 

Wems ey Division.—At Wembley Hospital, Fairview Avenue, 
High Road, Tuesday, yy 9 p.m., meeting. Film: “ Cere- 
bral Palsy,” presented by Mrs. Eirene Collis and Dr. W. F. 
Dunham. Nursing staff and physiotherapists are invited. 


A 
J 
fi 
al 

R 
bi 
ti 
w 
T 
Cl 
m 
fig 
at 
Re 

O. 
Ke 
fo 

of 
ing 
the 
rec 
che 
Re 
ask 
gre 
spe 
T 
Tyn 

and 
Der 

for 
mee 
in } 


